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Work Related Asthma

Work-related asthma is a significant and preventable public health problem and was
included as a priority condition in the first decade of the National Occupational Research
Agenda (NORA)." In occupational medicine clinics; occupational asthma is the most frequently
diagnosed occupational respiratory disease.

Work-related asthma can generally be categorized into three main types:

1. Occupational Asthma - new-onset asthma resulting from sensitization to a substance at
work after a period of latency, also referred to as sensitizer-induced or immunologic asthma.

2. Reactive Airways Dysfunction Syndrome (RADS) - new-onset asthma symptoms
immediately following exposure to high levels of an irritant in the workplace, also referred
to as non-immunologic or irritant-induced asthma.

3. Work-Aggravated Asthma - pre-existing asthma that is exacerbated by chemicals, smoke,
fumes, or dust in the workplace.

Past surveillance and research of work-related asthma has resulted in significant knowledge
of the causes and triggers of asthma generally. This is partly due to the fact that workers are
exposed to a vast array of chemicals, sometimes at high levels or for extended periods of time.

It has been suggested that much can be learned regarding the causes, exacerbation,
management and cure of asthma in the general population from continued study of asthma in
the workplace?

Work-related asthma is the most common occupational lung disease and can cause
significant morbidity and disability. The proportion of adult asthma that can be attributed to
workplace exposures has been estimated to be about 15%.*¢ These estimates include both
occupational asthma as well as work-aggravated asthma.

In Washington State, a total of 1,377 workers’ compensation claims were filed for work-related
asthma during the eight-year period from 1995-2002.” Over half the claims (57%) were filed by
women, and claimants ranged in age from 15 to 77 years, with an average age of 41 years.

Costs incurred by the 1,099 work-related asthma claims paid by the state-operated workers’
compensation system (i.e,, State-Fund) totaled $12 million, or an average of nearly $11,000
per claim. Over $5 million of the total costs went toward reimbursement of almost 79,000 lost
workdays,and $1.2 million went toward permanent partial disability payments for workers who
developed permanent breathing problems.

The workers’ compensation claims rate for filed claims related to asthma increased
significantly from 7.9 to 12.9 per 100,000 per full-time equivalent employees (FTE) during 1995-
2002 period (see Figure 1).The rate of accepted claims also increased from 5.0 to 6.6 per 100,000
FTE. The rate of compensable claims (i.e., those claims with at least 4 lost workdays) decreased
over this time period.

These trends suggest an increasing incidence of work-related asthma claims in Washington,
despite an overall decreasing incidence rate for all cause State-Fund claims.”®
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Figure 1: Trend in Work-Related Asthma Claims Rates, Washington Department of Labor and
Industries’ State-Fund Workers’ Compensation Claims Data
14

12 I~

Claims per 100,000 FTE-YR
© o
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Source: The Burden of Asthma in Washington State Report. DOH 2005.

Work-related asthma occurs in a very large number of industries as a result of a diverse array
of exposures. In order to make a measurable impact on the morbidity of work-related asthma
in Washington, multiple industries and hazards must be targeted for prevention. The following
types of work are highlighted as high priorities based on relatively high workers’' compensation
claim frequencies and rates: sawmills; the manufacturing of plastic, wood, and fiberglass
products; clerical work in state government; and medical clinics.” Other industries identified
as potential priorities for intervention include the spray-on truck bed lining industry® and auto
body repair shops10, both of which have workers exposed to isocyanates, well-documented
respiratory sensitizers.

Fifty-seven percent of workers’ compensation claims for work-related asthma are filed by
women.” This is in contrast to the much lower proportion of all workers’ compensation claims
that are filed by women (32%).8 This finding appears to be consistent with results from the
BRFSS survey that reveal a higher prevalence of asthma among adult women (11.2%) compared
to men (6.9%).

Environmental Factors

According to the criteria established by the Association of Occupational and Environmental
Health Clinics for designating substances as occupational asthmagens, there are currently over
350 substances known to cause asthma in the workplace.” These include chemicals, dusts,
metals, plant and animal materials, and proteins,among others. Table 2 provides a listing of
selected asthmagens and the common occupations where exposures occur.

9. Lofgren DJ,Walley TL, Peters PM,
Weis ML.(2003). MDI Exposure
for Spray-On Truck Bed Lining.
Applied Occupational and
Environmental Hygiene.18:722-
779.

10. Sparer J, Stowe MH, Bello D,
LiuY, Gore RJ,Youngs F, Cullen
MR, Redlich CA, Woskie SR.
(2004).Isocyanate Exposure
in Autobody Shop Work:

The SPRAY Study. Journal of
Occupational and Environmental
Hygiene.1:570-581.

. Beckett WS.(2002). Revised
Protocol: Criteria for Designating
Substances as Occupational
Asthmagens on the AOEC List
of Exposure Codes. Accessed
from: http://www.aoec.org/
Asthmagen_Pro_7-25-02.pdf on
January 24,2005.
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Table 2: Selected Causes of Occupational Asthma and

Typical Occupations Related to Exposure

Asthma Causing Agent Occupation of Exposure

12. Venables KM and Chan-Yeung
M.(1997).Occupational Asthma.
The Lancet, 349:1465-14609.

Animals

Animal urine, proteins and other allergens Animal handlers in laboratories, research scientists

Grain mite Farmers, grain-store workers
Prawns, crabs Seafood processors
Egg protein Egg producers
Plants

Grain dust Grain storage workers
Flour of wheat, rye soy Bakers, millers

Latex Health-care workers
Green coffee bean Coffee roasters
Henna Hairdressers

Gum acacia Printers

Enzymes

Derived/Proteases from Bacillus subtilis

Detergent industry workers

Pancreatin, papain, pepsin

Pharmaceutical industry workers

Fungal amylase

Bakers

Wood dusts or barks
Western red cedar, iroko, cinnamon, oak,
mahogany, African apple, redwood

Sawmill workers, joiners, carpenters

Chemicals
Diisocyanates

Polyurethane, plastics, varnish workers

Phthalic/acid anhydride

Plastic, epoxy resins, alkyd resins workers

Ethylene diamine/complex amines

Photography, shellac workers, painters

Azodicarbonamide

Plastics, rubber workers

Reactive dyes

Dyeing, textile workers

Methyl methacrylate

Health-care workers

Drugs
Penicillins, psyllium, methyldopa,
cimetidine, salbutamol intermediates

Pharmaceutical, health-care workers

Metals

Halogenated platinum salts Platinum-refining workers
Cobalt Hard-metal grinders
Chromium, nickel Metal-plating workers
Other

Oil mists Tool setters

Metal-working fluids

Machinists

Aluminum potroom emissions

Aluminum-refining workers

Colophony in soft solder flux

Electronics workers

Source: Modified from Venables,1997."

Exposure types are related to specific job conditions and equipment or materials. The wide
variety of worksites and exposures makes development of effective safety measures and
education of worksite managers challenging. One exposure present in a variety of worksites
is secondhand smoke. State law bans smoking in most workplaces (Chapter 70.94 RCW,
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Washington State Clean Indoor Air Act) but restaurants, bars, casinos, and some other worksites
are currently exempted from that ban.

A recent survey of large worksites in Washington found that about 43% of restaurants allow
smoking, as well as 11% of warehouses, one in five mixed businesses (including agricultural and
industrial facilities), and a small proportion of nursing homes.”™ Worksites such as restaurants,
bars, and casinos are of particular interest because the visiting public may be exposed to smoke
the same as the workers. Refer to the Asthma and the Environment chapter and the Policy and
Advocacy section of the Cross-Cutting Issues chapter for more discussion on smoking.

Workers who develop occupational asthma as a result of a sensitizer in the workplace should
be completely removed from the exposure. Even very low levels of sensitizing agents (such as
isocyanates) can cause asthma in sensitized individuals. Early diagnosis and exposure cessation
can lead to better health outcomes.™ As exposure cessation often translates to removal from
the workplace, an appropriate diagnosis of occupational asthma using objective testing to both
diagnose the asthma and to attribute it to the workplace is critical.

For workers with work-aggravated asthma or irritant-induced asthma, steps should be taken
to eliminate or reduce the levels of the exposure as much as possible. If substitution of the
irritant chemicals for non-irritant chemicals is not possible, the next most effective way to
mitigate exposures is through engineering controls to reduce the level of the substance that
reaches the worker. An example of an engineering control is the installation of local exhaust
ventilation to remove the substance before it enters the work environment. If engineering
controls are not available or feasible, then administrative controls, such as changing work
patterns or training workers to follow safe work practices should be implemented. Personal
protective equipment, including approved respirators and coveralls, should always be the last
line of defense and should not be considered primary control methods.

An additional concern involves “take-home” exposures by workers to their families. For
instance, one study suggests that children’s exposure to pesticides, through the occupational
use of pesticides by household members, was associated with asthma and other respiratory
disease.” Furthermore, workers with home businesses or hobbies involving sensitizing agents,
such as some paints, have the potential to be hazards for family members.

Policy Issues

In Washington State, the Department of Labor and Industries (L&) is responsible for
establishing and enforcing workplace safety and health rules through the Washington Industrial
Safety and Health Act (WISHA).

While past occupational health research and surveillance activities have helped to identify
hundreds of substances currently known to cause occupational asthma, very few of these
substances have enforceable workplace exposure limits. This can likely be attributed to a
number of factors, including very limited scientific evidence regarding exposure-response
relationships; current controversy concerning the existence of thresholds or safe levels of
exposure at which sensitizing agents do not induce asthma; and technical limitations in the
measurement of the very low exposure levels in which these sensitizing agents may likely
initiate asthma.'

If future research becomes available regarding exposure-response relationships for
specific sensitizing agents, careful consideration should be made at that time regarding the
development of scientifically sound exposure limits.

13.

14.

15

16.

Dilley, J., Pizacani, B., Macdonald,
S. & Bardin, J.(2005). The Burden
of Asthma in Washington State.
Olympia, WA:Washington State
Department of Health. pg:114

Lin FJ, Dimich-Ward H, Chan-
Yeung M. (1996). Longitudinal
Decline in Lung Function in
Patients with Occupational
Asthma due to Western Red
Cedar. Occupational and
Environmental Medicine. 53:753-
756.

. Salameh PR, Baldi |, Brochard

P, Raherison C, Abi Saleh B,
Salamon R.(2003). Respiratory
symptoms in children and
exposure to pesticides. European
Respiratory Journal, 22:507-512.
Cullinan P Tarlo S, Nemery
B.(2003).The Prevention of
Occupational Asthma. European
Respiratory Journal, 22:853-860.

WORK RELATED ASTHMA

WASHINGTON STATE AsTHMA Pran 2005 | 73



17. Rosenman KD, Reilly MJ,
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work-related asthma. Journal of
Occupational and Environmental
Medicine, 39(5):415-425.

18. Malo JL, Ghezzo H, L'Archeveque
J,Lagier F, Perrin B, Cartier
A. (1991).1s the clinical
history a satisfactory means
of diagnosing occupational
asthma? The American Review of
Respiratory Disease, 143:528-532.

19.Curwick C,Bonauto D.(2004).
Interim Evaluation of Work-
Related Asthma Surveillance
and Prevention.Technical
Report 64-3-2004. Safety &
Health Assessment & Research
for Prevention (SHARP) Program,
Washington State Department
of Labor and Industries, Olympia,
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Current Activities

The Safety & Health Assessment & Research for Prevention (SHARP) program at L&l currently
maintains a surveillance and prevention program for work-related asthma. Since September
of 2000, the SHARP program has been collecting cases of work-related asthma, including
occupational asthma and work-aggravated asthma, using both workers’ compensation claims
data as well as physician reports (work-related asthma is currently a reportable condition under
Washington State’s notifiable conditions rule). Additionally, since October 2001, SHARP has
been conducting case follow-up interviews with workers to collect more detailed information
about workers'asthma and associated exposures.

In addition to surveillance system maintenance and data analysis, SHARP's activities have
included outreach with employers, employees, and health care providers. These activities have
included the development and dissemination of surveillance reports and educational materials,
as well as employer site visits, presentations, and various publications.

In addition, individual employers in Washington State may be taking steps to reduce their
employees’ exposures to chemicals, smoke, fumes, or dusts. For instance, several employers
have invited SHARP's industrial hygiene and asthma program staff for worksite visits to assess
exposures and provide recommendations for exposure reductions. Further, one Washington
employer is currently working with employees to study methods for reducing employee
exposure to hexavalent chromium.

The current approach taken by the SHARP program at L&l has been to focus information and
prevention activities toward three primary audiences: employers, employees and health care
providers.

Outreach to health care providers regarding work-related asthma diagnosis and management
is essential since current medical care often lacks the objective medical testing necessary to
diagnose asthma and document its relationship to the workplace.” Such rigorous objective
testing is necessary because a medical history and physical exam lack both the sensitivity and
specificity of diagnostic tests for asthma.'® Improvements in work-related asthma diagnosis
and management greatly benefit both the worker and employer, helping to ensure that workers
are not inappropriately removed from the workplace and that years of productive work are
maintained.

Continued outreach to the health care provider community is warranted until objective
testing to diagnose asthma and attribute its cause to the workplace become common practice.
Additionally, SHARP’s past outreach to physicians and other health care providers have
included information on work-related asthma as a reportable health condition in Washington
State. To date, these efforts have been resource-intensive and have not resulted in noticeable
improvements in reporting rates.” Innovative and cost-effective methods to educate health
care providers regarding the reporting requirements for work-related asthma; possibly through
collaborative efforts with other local and state agencies, organizations, and coalitions; should be
explored.

The SHARP program has also focused its outreach efforts more heavily on employers
(company owners, safety and health managers, etc.) rather than on employees, because
employers are the ultimate decision makers when it comes to deciding whether and how to
implement the most effective exposure control strategies. These past efforts, while limited due
to a lack of dedicated industrial hygiene support for the work-related asthma program, have
been effective in terms of raising awareness and providing recommendations for exposure
reduction. Future industrial hygiene visits will strive to follow-up with employers who adopt
change to measure the impact of interventions in terms of reduced worker exposures. Of
course, this is dependent on employer response and voluntary adoption of prevention
strategies.
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SHARP’s current efforts with employees have focused on the dissemination of general
educational materials on work-related asthma - its symptoms, causes, diagnosis, and
prevention. Future efforts can be targeted to more specific employee groups, providing more
detailed information on what employees can do to protect themselves from the specific
asthmagens in their workplaces.

More generally, future outreach activities should include collaboration with other state and
local agencies, organizations, and coalitions, to appropriately incorporate work-related asthma
into existing and future asthma information and prevention activities targeted for the general
public (e.g., brochures, health fairs, trainings, etc).

Work-Related Asthma

Goal 1: Reduce work-related asthma in Washington State
Objective WRA.1

Through 2010, increase education of asthmagens and asthma triggers in the workplace among
physicians, employers, and employees

Strategies

m Develop and disseminate a continuing medical education monograph for physicians
on work-related asthma diagnosis and management, including information on asthma-
causing agents and common asthma triggers in the workplace

m Develop/identify and disseminate educational materials for employers on known
asthma-causing agents in targeted industries via industry-wide mailings and
publication in industry trade journals and newsletters

m Develop/identify and disseminate work-related asthma educational materials to
workers, including all individuals reported to the work-related asthma surveillance
system

m Collaborate with state agencies and coalitions and other groups conducting outreach
to health care providers, employers, and the general public to include information
about asthma-causing agents and common asthma triggers in the workplace

Objective WRA.2

Through 2010, decrease worker exposures to asthmagens and common asthma triggers in the
workplace

Strategies

m  Continue public health surveillance activities for work-related asthma to identify high-
risk workplaces, industries, occupations, and exposure sources

m Support and conduct voluntary exposure assessments with select employers identified
through surveillance efforts or in targeted industries. Provide site visit reports with
findings and recommendations for exposure reduction. Provide technical assistance to
employers wishing to adopt workplace changes to reduce exposures and follow-up to
document actual exposure reductions

m  Monitor the scientific literature for work-related asthma intervention effectiveness
studies - consider feasibility of implementation in Washington workplaces
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Cross Cutting Issues

Asthma is a complex chronic disease which must have a coordinated and multifaceted
approach that is concerned with improving the outcomes in all persons with asthma.This
chapter will address cross-cutting asthma issues.

They include: Health Disparities
m  Asthma Disparities Describe the
disproportionate burden
m Data&Surveillance of disease, disability and
m Policy/Advocacy death among a particular
population or group when
Asthma Disparities compared to the proportion

The Washington State Asthma Plan focuses on asthma as a public health issue designed to of the population.

address asthma as a pertinent health issue for all parts of society, regardless of socioeconomic -WA State Board of Health
needs or race/ethnicity. However, there are subgroups of the population in Washington State
that experience disparities in asthma rates and access to treatment.

Reducing health disparities has been identified as a priority at national and local levels. In
1998, President Clinton established goals for eliminating health status disparities of racial and
ethnic minorities by 2010 though the Racial and Ethnic Health Disparities Initiative. In 2000, the
Centers for Disease Control and Prevention called for the elimination of the disproportionate
burden of asthma in minority populations and those living in poverty." At the local level, the
Washington State Board of Health and the Department of Health have designated health
disparities as a health priority for Washington State. >*

The US Department of Health and Human Services Healthy People 2010 set national health
goals for increasing the quality and years of healthy life and eliminating health disparities.
Healthy People 2010 defines disparities as differences in disease prevalence, access to care or
outcomes by gender, socioeconomic position, geographic location, disability status, and/or
sexual orientation.*

Poverty and education are important determinants of health status and disparities in income

. . . . o 1 US Department of Health and
and education among sub-groups of the population are reflected in health disparities. An Human Services. (2000) Action
increased understanding of the human genome, leads most scientists to conclude that race as Against Asthma A Strategic Plan
not a valid biological construct. Rather, race and ethnic groups should be viewed as capturin for the Department of Health

9 truct. / ' g ' g and Human Services. Pg.34

the effects of complex social, cultural, economic and political factors on human health.*> Studies .
. . . . . . . 2 Washington State Board of
on health disparities have pointed to a variety of risk factors that are believed to contribute to Health.(2001). Final Report

health disparities. These include: State Board of Health Priority:
Health Disparities. Olympia,

W poverty B education level Washington. Pg:11
B behavior and lifestyle H employment 3 Washington State Department
W nutrition m acculturation of Health.(2002). Health of
Washington State Executive
W access to health-care services m environmental and occupational exposures Summary.Olympia, Washington.
B genetic predisposition W racism E)t(gz:ﬁvz\évtv*doh.wa.gov/HWS/
m gender discrimination. 4 U.S.Department of Health and
Other contextual factors (e.g., different levels of insurance coverage and access to high- E:o?fen;ﬁ;)Ylljrelzgs(gggz;;;althy
quality networks of preventive and primary care) play important roles in creating health status and Improving Health. 2nd
disparities. ed.Washington, DC: USS.

Government Printing Office.

5 Hayes, Maxine. Cover Letter
2004 Supplemental to the 2002
Health of Washington State.
September 2004
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6 Boysun M, Dilley J.Wynkoop
Simmons. K. (2003). Describing
Health Disparities: an Epi Brown
Bag. March 2003 presentation.
Washington State Department
of Health.

7 Global Initiative on Asthma,
National Institutes of Health,
National Heart, Lung and Blood
Institute (2002). Global Strategy
for Asthma Management and
Prevention.

Ibid

Washington State Board of
Health.(2001). Final Report
State Board of Health Priority:
Health Disparities. Olympia,
Washington.

16 American Lung Association.
Lung Disease Data in Culturally
Diverse Communities, Racial
Disparity, Asthma and
Asian Americans and Native
Hawaiians/Pacific Islanders. http:
//www.lungusa.org/site/pp.asp
7c=dvLUK9O0E&b=312160

Limitations in Data Collection for Race/Ethnicity Descriptions

Adequately assessing the needs of communities’ health status can be challenging. Collecting
valid surveillance data on low-income or transient communities is difficult since they may not
be reachable for traditional surveys. Barriers may include:

B Some groups are not as accessible to surveys conducted by phone or mail.
m  Surveys are not conducted in primary language of audience

m  Cultural differences that influence how questions are interpreted or answered may
skew results®

Data can also be limited by the way respondents are categorized. Race and ethnicity are
separated out to capture Hispanic/Latinos who are considered by the Census to be an ethnicity
classification and not a race category. Separation of race and ethnicity has caused confusion
among Hispanic/Latino survey respondents who are not certain about how they should
describe themselves. If there is an “Other” or “Mixed Race” category, many Hispanic/Latinos/
Latinos select this category while others may place themselves into the white or American
Indian categories.

Confusion over race classifications also occurs in the “Asian/Pacific Islanders” category. Asian
Americans and Native Hawaiians/Pacific Islanders may be grouped together or separated into
two groups and also may be linked with Native Americans or placed into the “Other Race”
category. These data collection issues challenge statisticians when attempting to provide
appropriate analysis of these populations.The difficulty of collecting the data or the fractioning
of communities of color into small data sets often prevents disparate populations from being
clearly articulated in the data utilized to identify health issues and set priorities.

Overall Racial and Ethnic Populations

In the United States the rates of hospital asthma admission for patients of color compared
with white patients are 50% higher among adults and up to 150% higher in children.” Asthma-
related deaths in the United States and Canada are greater in disadvantaged groups such as
African American and Hispanic/Latino populations, as well as in those who are poorly educated,
live in large cities, or are poor.?

Racial and ethnic populations represent 18% of Washington State’s total population.This
proportion is expected to increase to 25% by 2010.° In Washington State, low-income and
minority communities have poorer health status than the overall population and have higher
rates of a variety of diseases that are known to be associated with environmental triggers,
including cancer and asthma. '®
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Figure 1: Prevalence of Asthma by Race/ethnicity, Among Washington Adults
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Source: 2001-2003 combined Washington State Behavioral Risk Factor Surveillance System (BRFSS). Hispanic/Latino ethnicity
collected separately from race. The Burden of Asthma in Washington State Report. DOH 2005.

Among school-aged youth, Asians and Hispanic/Latinos were less likely than non-Hispanic/
Latinos whites to report having asthma. Differences between non-Hispanic/Latino whites and
other racial/ethnic groups were not significant. The Health Youth Survey does not allow for
distinction of English from Spanish-speaking Hispanic/Latinos.

Figure 2: Prevalence of Asthma by Race/ethnicity, Among Washington Youth
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Source: Combined 2002 and 2004 Washington State Healthy Youth Survey (HYS), 6-8-10-12th grade-standardized. Race and
Hispanic/Latino ethnicity collected as part of a single question. The Burden of Asthma in Washington State Report. DOH 2005.

Ten years of death certificate data were combined to create meaningful estimates of asthma
death rates among race and ethnic groups in Washington State. Age-adjusted death rates for
African Americans, Native Americans, and Asian/Pacific Islanders were all higher than for whites,
while Hispanic/Latinos were similar to whites.°

Although asthma affects Americans of all ages, races, and ethnic groups; low-income and
some minority populations experience substantially higher mortality rates, hospital admissions,
and emergency department visits due to asthma. Several reports have indicated that
observed racial/ethnic disparities are attenuated but do not disappear upon adjustment for
socioeconomic factors.™

10 Dilley, J., Pizacani, B., Macdonald,
S.,&Bardin, J.(2005). The Burden
of Asthma in Washington State.
Olympia, WA:Washington State
Department of Health. Pg.47

11 Ibid.pg 45
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Without focused attention on disparate populations, efforts to improve asthma outcomes
that are directed to the “mainstream” population may fail to reach populations who need them
the most and new disparities may be created.

African Americans

Several studies have found that many African Americans living in poverty have access
to medical care but are less likely to receive high-quality continuity of their asthma care;
asthma education; and inhaled corticosteroid (ICS) therapy.'? The care of African Americans
with asthma has consistently fallen short of many recommendations contained in national
guidelines when compared to whites.” African Americans are reported to have more severe
asthma and are more likely to be hospitalized or die due to their asthma.

In this same study, only about 35% of African Americans reported using inhaled
corticosteroids daily (54% for whites) and 42% reported having been provided enough
information on how to manage their asthma during an attack (54% for whites). Only 38%
reported receiving adequate information about how to avoid asthma triggers (54% for whites)
and only 28% had seen an asthma specialist (41% for whites). This study clearly demonstrated
that African Americans are not receiving the same level of asthma treatment as their white
counterparts.

In 2002, National Health Interview Survey documented that the current asthma prevalence
among African Americans was 38% higher than among whites. From 2001 to 2002, asthma
prevalence increased 8.5% in African Americans, while it decreased 3.5% in whites. Death rates
among African Americans were three times the whites death rates. In 2001, African American
women had the highest asthma mortality rate. Hospitalization rates, reported on the National
Hospital Discharge Survey, are three times higher for African Americans than for whites.

American Indian/Alaska Native

Nationally, American Indian/Alaska Native (Al/AN) adults have the highest asthma rates
among any single-race group; 11.6% of Al/AN compared to the national average of 7.5%. In a
recently released report from the CDC, 76% of Al/AN with asthma reported being on asthma
medications (compared to an average of 70% nationwide). While Al/AN reported fewer
emergency department visits, less loss of sleep and less limited physical activity, more Al/NA
adults reported having asthma attacks. In Washington State, Native American children (6-12th
grade) were the second highest race group to report asthma (9.7% compared to 9.0 for whites).

Asian/Pacific Islanders

There are limited data available on asthma for Asians or Native Hawaiians/Pacific Islanders.
Until recently, national health surveys did not always collect data on these populations.
Additionally, small sample sizes are not considered statistically accurate.This is further
complicated by the way that Asians are described in the data sources;“Asian Americans”and
“Native Hawaiians/Pacific Islanders” may be grouped with “Native Americans”into the category
“Other Races.”

In states with high Asian or Native Hawaiian populations, such as California and Hawaii, Asians
were significantly less likely to have been diagnosed with asthma than any other racial/ethnic
population except Hispanic/Latinos. A study conducted in the UK found that, although South
Asians had the highest risk of asthma hospital admissions, they had lower frequency of asthma
symptoms and were less likely to be clinically diagnosed with asthma than African Americans or
whites.” This has also been seen in California where an estimated one in eight Asian children (11.7
%) and one in ten Asian adults (9.2 %) had been diagnosed with asthma at some point in their
lives.The survey also found that only one in six Asian adults aged 18 and over (16 %) experienced
daily or weekly symptoms, compared with 37 % of American Indians and 24 % of whites.'s
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The same California study found that Native Hawaiians/Pacific Islanders tended to have
higher asthma rates. Among Native Hawaiians and other Pacific Islanders, approximately one
in five children (22 %) and one in five adults (20.8 %) had been diagnosed with asthma at some
point in their lives. The 2001 Hawaii Health Survey also reported that Native Hawaiians had a
lifetime asthma prevalence rate of 143.2 per 1,000; this was twice the rate of whites or any other
population living in Hawaii.”

High hospital admission rates among Asian patients may be related to limited use of self-
management plans.’ This may also reflect less patient education and self-management
training being offered to these patients.

Hispanic/Latino

Hispanic/Latinos are the fastest-growing minority group in Washington. The 2000 Census
indicated that 7.5% of Washington'’s population is Hispanic/Latino, with that population size
projected at greater than 500,000 by 2003. Eleven of Washington’s 39 counties have Hispanic/
Latino populations greater than 20 %'

Much of the information on Hispanic/Latino adults and asthma comes from a phone survey.
Hispanic/Latinos who take health surveys in Spanish may be considered “less acculturated”
to the mainstream population and exhibit different risk or health behaviors, including some
healthier behaviors such as lower rates of cigarette smoking.?’ However, people who do not
speak English and who are employed in agriculture may also have increased exposure to
irritating chemicals. The migrant farm worker population is also unlikely to be captured in a
telephone survey.Therefore, the low rate of asthma reported for this group is potentially an
underestimate. Also, less acculturated Hispanic/Latinos are more likely to live in poverty and
have less access to health care support for preventive care or clinical control of asthma or other
conditions.”!

However, a recent study of 4,121 Mexican American children who participated in the Third
National Health and Nutrition Examination Survey (NHANES IIl) found that children of Mexican
descent who are born in the US are nearly twice as likely to develop asthma as those born in
Mexico.?2

In Washington, keeping in mind the limited data reported, asthma prevalence among both
Hispanic/Latino youth and adults is significantly lower overall than non-Hispanic/Latino
whites. However, when adults were sorted by language (as a measure of acculturation) there
was no difference in rates of asthma between English-speaking Hispanic/Latinos and non-
Hispanic/Latinos. It has been reported that there is substantial variation in asthma prevalence
between Hispanic/Latino sub-groups, with Puerto Ricans reporting the highest prevalence.
Washington’s Hispanic/Latino population originates predominantly from Mexico.

Community clinics in the Yakima Valley area (Central Washington’s agricultural community),
have reported an increase in the number of children they are seeing with asthma. This has
greatly impacted clinic services and resources. In addition, a partnership of organizations
including the University of Washington, Heritage University, the Yakima Valley Farm Workers
Clinic and the Northwest Community Education Center/Radio KDNA are conducting a
community-based participatory research project. £l Proyecto Bienestar, which focuses on the
identification and prioritization of occupational and environmental issues facing Hispanic/
Latino agricultural workers and their families in the Yakima Valley. As part of this project,
during the summer of 2004,a community services poll was conducted yielding 202 useable
surveys. One question asked respondents to identify environmental health concerns.”Asthma
in children” received the most responses of “definitely a concern,” at a rate of 71.8%. This
concern was followed by surface water pollution (66.7%), ground water pollution (63.2%), soil
contamination (64.2%), and food illnesses (64.2%). In the next two years, El Proyecto Bienestar
plans to analyze this 2004 survey along with a 2005 community survey and key informant
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interviews in order to best identify and prioritize environmental and occupational issues of
concern in the Yakima Valley."?

If the rate of childhood asthma among Hispanic/Latinos in Washington State is increasing,
the increase could be masked by the fact that the primary data sources for prevalence by
race/ethnicity are currently from adults (BRFSS) and youth 6th grade and older (Healthy
Youth Survey). The proportion of Hispanics under the age of 18 in the United States (33.0%) is
significantly greater than among non-Hispanics (22.6%). Given the limited asthma surveillance
available among children, an increase in childhood asthma among the Latino/Hispanic
population of Washington might not be detected immediately.

Special effort must be taken to collect accurate asthma data from Hispanic/Latinos within
Washington State. Many Hispanic/Latinos speak only Spanish, do not maintain regular phone
service and are not comfortable in a phone survey. BRFSS may be an inadequate tool for
collecting data among this population.

Socioeconomics

The causes of asthma and access to treatment/clinical outcomes can be linked to
socioeconomic factors.® Many studies on racial/ethnic disparities in asthma have made an
attempt to examine factors related to race/ethnicity that might account for differences in
asthma rates. A study utilizing the National Health and Nutrition Examination Study, found that
low-income was the strongest independent predictor of asthma, and that the African American-
white occurrence difference was largely explained by income disparity.?” In another study that
examined urban residences found that, after controlling for various factors, all urban children,
regardless of race or income, were at increased risk for asthma.?® Research has shown a pattern
of increased use of emergency rooms,and less use of primary care provider for asthma attacks
with primary health care practitioners in urban, low-income families.?

These and other studies have pointed out that racial disparities in asthma rates, occurrence
and deaths are possibility related to the following factors:

m Increased exposure to air pollution (from inner-city residence)
m  Lack of access to health care

m  Higher smoking rates and exposure to secondhand smoke (both prenatally and
postnatally)

Racial or ethnic differences in health beliefs regarding preventive medications

m  Overcrowding that may result in greater exposure to irritants such as cockroach
allergens®

Racial/ethnic disparities do not disappear upon adjustment for socioeconomic factors.
In general, the difficulties inherent in definitions of race and ethnicity are thought to be
responsible. Authors have also mentioned that adjusting for income or education disparities
may not be sufficient to explain existing social and environmental inequalities. '

Asthma as a Disability

Asthma, if severe enough, can be a disability that affects a person’s ability to work/attend
school. Missed days of work for the person with asthma or for a parent caring for a child with
severe asthma may also have a financial impact. This can be amplified if the family has limited/
no health care or has multiple children with asthma.

Asthma has also been found to be twice as high among people who already have a disability
than among those who are free from disability.3* A study conducted in the UK found that
families with more than one disabled child are: more likely to be single parents; less likely
to be employed; more likely to be in semi-skilled or unskilled manual jobs; more likely to be
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dependent on income support; and less likely to own their own home.** Another study found
that single mothers with a child disabled by asthma lose an average of 255 desired annual
working hours a year.

Sexual Orientation

In adult telephone surveys, Washington residents are asked about their sexual orientation.
Gay men and lesbian women were combined for comparison to heterosexual (straight) people,
both including and excluding bisexuals.The rate of asthma was significantly greater among
people who self-identified as gay or lesbian. This may be the result of higher rates of cigarette
smoking among this population.** Another consideration could be lack of access to medical
care. Since medical insurance coverage may not be available to a same-sex domestic partner,
lack of medical insurance may be a greater problem than for the general population, as a whole.

Environmental Factors

Environmental exposures play an important role in the development and management of
asthma. The main factors responsible for triggering asthma attacks and persistent symptoms
are exposure to allergens, irritants and viral respiratory infections (also called triggers). Common
biological agents are allergens, or substances that can cause an allergic reaction such as animal
dander, dust mites, cockroaches, and molds. Common respiratory irritants include diesel
exhaust, fumes from household and industrial cleaning products, solvents, new building and
finishing materials, secondhand smoke and air pollution, including ozone and fine particles.

Increased exposures to environmental hazards can increase a person’s risk of getting asthma
or of making asthma worse. Environmental exposures are considered to be disproportional
when a community has greater numbers of industrial and/or waste facilities. Concentrations
of toxic and other triggering substances from each facility, coupled with the increased
number of facilities, raise the communities’ overall exposure to environmental hazards.®® The
Environmental Protection Agency (EPA) has been a supporter of environmental justice, a
movement that addresses such disparities. Factors such as poor nutrition and stress can make
people within a community more susceptible to adverse health effects of environmental
hazards and less able to manage them

In several of South Seattle’s neighborhoods, industrial facilities are located adjacent to
residential housing and South Seattle communities experience higher death rates and
decreased life expectancies than the Seattle areas.'

Poverty and lack of access to health care increases the risk of asthma. Children in central and
southeast Seattle have the highest incidence of asthma in King County, with hospitalization
rates that far exceed any other area in the county. In King County, there are about 9,500 children
with asthma living in households with incomes less than 200% of the federal poverty level.
According to data from the Seattle-King County Healthy Homes Study, it is estimated that close
to 40% (3,800) of these homes have at least one smoker."”

Environmental justice issues are not only found in urban areas. Rural areas within Washington
State also face issues related to chemical utilized in fertilization, pesticides, or smoke from
agricultural burning.

Secondhand Smoke

Although asthma can affect any one at any age, there are factors that put people at risk of
getting or worsening their asthma. These factors include genetics and level of exposure t such as
personal behaviors as smoking.Tobacco smoke is a well-documented potent trigger for asthma.
The Burden of Asthma in Washington State report found that, even though there is conflicting
evidence as to whether active smoking is a risk factor for asthma, researchers agree that smokers
with asthma have more severe symptoms than people with asthma who do not smoke.

Environmental Justice

The fair treatment of all
people regardless of race,
color, national origin,

or income with respect
to the development,
implementation,

and enforcement of
environmental laws,
regulations and policies.

-EPA
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Complementary and
Alternative Medicine

A group of diverse medical
and health care systems,
practices,and products that
are not presently considered
to be part of conventional
medicine
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In Washington, current smokers (people who smoke every day or just on some days,
combined) had the highest prevalence of asthma, former smokers somewhat less, and never-
smokers had the lowest prevalence of current asthma.”” Among Washington middle-school-
aged youth, current smoking is strongly associated with asthma, but the association is not
significant for high school-aged youth.

Exposure to secondhand smoke exacerbates asthma in a number of ways. Studies have
shown that children with asthma exposed to secondhand smoke have more frequent need for
emergency services, a greater need for medications, and a more difficult time recovering from
an acute asthmatic episode. **

Tobacco use among people with low-incomes or members of minority racial/ethnic
populations is significantly higher than among the general population. In Washington State in
2005, smoking rates were as follows:

The 2005 State Smoking Rate 19.8%
African Americans 28%
Asians and Pacific Islanders 18%
Native Americans 41%
Hispanic/Latino 16%

Complementary and Alternative Medicines

The World Health Organization estimates that four billion people use complementary and
alternative medicine (CAM) and that as much of 80% of the world’s heath care is CAM-based. *°
The utilization of CAM among patients with asthma is very popular ranging from 41% to 59%.*'

CAM is being utilized in cultures all over the world, and many of the asthma medications
currently in use originated from herbal remedies found in alternative medicine practices. Folk
medicine or traditional medicines can include: herb-based remedies (teas), over-the-counter
drugs, breathing techniques, acupuncture, chiropractic care, and prayer,and among other
things.

In African American communities, home remedies have served as the foundation of health
care and have served as cost-effective alternatives to“Western” medicine.* Some cultures may
turn to CAM due to disenfranchisement from medical services due to racism. Others may utilize
CAM to increase effectiveness of “Western” medical care.

Cultural differences can also play a role in how communities utilize Western medicine.One
study recently conducted among the Navajos found that dependency on Western medications
was not a desired cultural norm. Therefore, persons with asthma were constantly being “weaned”
from their asthma medications including their long-term controllers.The preference was to rely
on the hospital emergency room to provide one dose medications when symptoms arose.*®

To provide optimal asthma care, it is important to understand what types of CAM are being
utilized by different communities and why.

Policy Issues

The Standards of Public Health in Washington State states that,"health policy decisions (should
be) guided by health assessment information, with involvement of representative community
members.”** It is critical that representatives from communities with asthma health disparities
be involved in asthma planning and implementation.

In 1998, the Washington Asthma Initiative identified health disparities issues and
recommended that communication barriers due to language and cultural differences
be minimized through translation of education materials into a variety of languages and
integrating cultural awareness into continuing education curricula for health care providers.*
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Asthma is a serious health risk for those who currently have asthma and for those potentially
exposed to asthma-causing agents. lliness, hospitalization, and death related to asthma are
disproportionately high for minority communities. This makes asthma not only a serious health
issue, but also an issue of social justice.*

Health Disparities

Goal 1: Reduce health disparities related to asthma in Washington State
Objective HD.1

Through 2010, minimize communication barriers due to language and cultural differences
though translation of education materials into a variety of languages and culturally appropriate
outreach strategies

Strategies

m Integrate cultural awareness into continuing education curricula for health care
providers

m Increase education on complementary and alternative medicines and cultural diversity
into the Asthma Educator Institute

m Explore funding resources to provide mono-lingual or bi-lingual services for people
with asthma

Objective HD.2

Through 2010, increase the Washington Asthma Initiative’s knowledge of the needs of health
disparate communities

Strategies

m  Conduct a needs assessment for underserved and disparate communities in
Washington State

m  Utilize tribal and other diverse community experiences to make quality improvement
recommendations to similar other groups working on improving asthma care

m  Expand WAl membership to include representatives of disparate communities through
active recruitment

m Coordinate with local and statewide partners who are working with disparate
communities on asthma/asthma-related issues

m  Explore environmental justice issues for families working in or near the poverty level

m  Support polices that help address asthma among disparate populations

Objective HD.3

Through 2010, increase data sources that capture race/ethnic data in Washington State
Strategies

m Recommend that Comprehensive Hospital Abstract Reporting System (CHARS) capture
race/ethnicity data

Explore methods to increase data sources for younger children

m  Explore over-sampling communities of color in Behavior Risk Factor Surveillance
Survey (BRFSS) and other public health surveys. 46 Children’s Environmental
Health Network. (2004).
Asthma Fact Sheet. August 8.
http://www.cehn.org/cehn/
asthmafactsheet.html.
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Data & Surveillance

Surveillance is the ongoing systematic collection, analysis, interpretation and timely
dissemination of health data.The purpose of a surveillance system is to monitor trends in
disease and its management in order to prevent or better control it within the population.
Asthma surveillance is a critical component of public health efforts to address asthma in
Washington State.

m  Asthmais a high-priority. It is a frequent cause of emergency department (ED) visits
and hospitalizations making it a very costly disease.

m  Asthma surveillance is useful in targeting and evaluating efforts to improve asthma.

Although costly, surveillance is needed at the national, state, and local levels.
Comparison of local disease rate estimates with other local, state and national
estimates is essential to providing measurements of progress in programs aimed at
reducing the incidence of asthma attacks.

m Even limited data can be used to guide asthma control improvements.”

Washington State is fortunate to have an established public health surveillance system, as
well as strong epidemiologic capacity within chronic disease prevention programs at state
agencies, universities, and health care organizations.'Data and surveillance’ activities for the
Washington State Asthma Plan will build upon this capacity for continued or enhanced asthma
surveillance, assessment and evaluation in support of the state plan, as well as public education
about the burden of asthma.

Current Activities

The Washington Asthma Initiative has a standing committee on data and surveillance
whose formal charge is to: Improve our understanding and information on asthma and its impact
on children and adults living in Washington State and to provide recommendations regarding
collection of asthma data in Washington.

The committee is comprised of stakeholders from all over the state who have come together
to review data sources and to assist state staff in the development of The Burden of Asthma
in Washington State report that was finalized in June 2005. For more detailed information on
asthma data and surveillance, refer to The Burden of Asthma in Washington State report available
from the Washington State Department of Health.

Data and Surveillance

Goal 1: Analyze public health surveillance data and describe asthma prevalence and
impact within the Washington State population

Objective DS 1.1

Through 2010, conduct descriptive epidemiologic analyses to characterize the distribution of
asthma prevalence, morbidity, and mortality in Washington State

Strategies

m  Use the Behavioral Risk Factor Surveillance System (BRFSS) and the Healthy Youth
Survey (HYS) to describe prevalence of asthma

m  Use hospitalization data from the Comprehensive Hospital Abstract Reporting System

47 Center for Disease Control and (CHARS) to describe hospitalization rates for asthma
Prevention. National Asthma . ) )
Training Curriculum.CD-ROM m  Use the 2003 National Survey of Children’s Health to further describe the burden of
2005 asthma among children in Washington State
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m Use standard case definitions for asthma-related variables

m  Compare Washington State data to national data sources to identify any deviations in
Washington from secular trends

Goal 2: Support planning and evaluation of goals and objectives within the
Washington State Asthma Plan

Objective DS 2.1

Through 2010, develop a data collection plan that reflects the priorities within the State Asthma
Plan and provides data at timely intervals for objective program development or objective
evaluation

Strategies

m Identify supplemental asthma questions to be proposed for the Washington BRFSS
each year for the period of the State Plan

m Identify supplemental asthma questions to be proposed for the biennial Washington
HYS during the period of the State Plan

m Partner with other chronic disease program assessment teams who plan to collect
data so that they will include asthma-related measures within organizational and
environmental assessments, including surveys of worksite, school, and health care
practices and policies

m  Partner with organizations that already collect data relevant to asthma to conduct
additional analyses or obtain those data in a format that will be useful to the State
Asthma Plan stakeholders, including the Department of Labor and Industries Worker
Compensation claims data, the Office of the Superintendent of Public Instruction
School Nurse Corps data, Medicaid utilization data collected by the Department of
Social and Health Services, Washington State University Tools for Schools assessment
data, and Department of Ecology air monitoring data

m As new opportunities are identified, maintain flexibility to take advantage of additional
data sources (although implications should be considered if resources for maintaining
existing data collection/analysis would be diminished)

Objective DS 2.2

Through 2010, identify existing resources, opportunities and models that may fill data gaps
identified by data and surveillance stakeholders in the State Plan process

Strategies

m  Explore possibilities for models to collect Emergency Room utilization data, including
potential for asthma reporting from the new emergency room Bioterrorism
Reporting System implemented through local health departments, hospitals, and the
Department of Health

m  Explore existing models and emerging technologies for describing health care quality
for people with asthma through shared medical and pharmaceutical utilization data
(‘data warehousing’) and clinical service delivery tracking (‘collaboratives’)

m Maintain participation in national data-related groups, monitoring of published
literature, and attendance at national conferences to identify emerging opportunities
or models for data collection, management, or analysis
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Goal 3: share data with stakeholders on a routine basis, in easily accessible and
understandable formats, to support communication about the importance of
addressing asthma as a priority in public health

Objective DS 3.1

Through 2010, disseminate (up to 4 times per year) new data findings through short reports in a
newsletter

Strategies

m  Summarize findings from surveillance systems or targeted assessments as they
become available

m  Focus topically using the framework of the Washington State Asthma plan (e.g. schools,
community, health care) for presentation of assessment or evaluation findings

m  Assure that reports are available electronically and catalogued on a publicly available
website

T he Burden of A'sthima
in ¥asHinzton Siate

m  Develop data exchange mechanisms between private and public stakeholders on
collected asthma data

Objective DS 3.2
Through 2010, disseminate an updated “Washington State Asthma Burden Report”

Strategies
m  Summarize findings from surveillance systems or assessments collected during the
time period
@it m  Discuss efforts of the Washington State Asthma Plan, and if possible describe how or if
S any outcomes might be attributed to the activities of that plan
Objective DS 3.3

Through 2010, continue to meet with asthma stakeholders to identify key questions and
priorities to include when planning data collection and analyses

Strategies

m  Continue to support the ‘data and surveillance’ committee as part of the Washington
Asthma Initiative

m Provide presentations for or participate in state and regional meetings of asthma
stakeholder groups

m  Plan for inclusive stakeholder feedback in development and review of major reports or
publications that describe asthma in Washington

Policy/Advocacy

Reducing the burden of many chronic diseases may be aided by policy or legislative changes.
Behaviors have been changed and lives have been saved as a result of such action.Well-known
examples include:

m Inhaler laws allowing students to carry medications at school,

Leaf burning laws,

Prevention. National Asthma
Training Curriculum.CD-ROM
2005

]
48 Center for Disease Control and m Environmental tobacco smoke laws,and
n

Emissions laws for cars, bus retrofitting and coal-burning industries.*®
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Not all policies require legislative change. Some of the most important policies affecting
health are developed at the local level and in private sector organizations. For example,
a community youth program’s policy can require utilization of smoke-free venues for all
sponsored youth field trips or a business can install ventilation and establish a regular
maintenance schedule to reduce airborne allergens.

In 2001, a RAND Health expert panel identified six policy goals in addressing asthma. They
are:

1. Improve access to and quality of asthma health care services
Improve asthma awareness among affected individuals and the general public
Ensure asthma-friendly schools

Promote asthma-safe home environments

A

Encourage innovative asthma prevention and management
6. Reduce socioeconomic disparities in child asthma outcomes®

The National Conference of State Legislatures (NCSL), a bipartisan national forum for state
lawmakers, concludes that government agencies’ public health authority can be used to reduce
asthma impacts. Government agencies may regulate environmental factors that contribute to
triggering asthma attacks and may adopt environmental laws to combat conditions that lead
to asthma and other respiratory health issues. States are better positioned to adopt prevention
strategies to meet local needs and can experiment with solutions to complex health problems
more easily than the federal government.*

NCSL reports that since 2000, there have been 220 asthma-related bills introduced in state
and federal legislatures, of which 79 have been enacted.These bills range from permitting
children to bring asthma rescue medicines to school to establishing smoking bans in public
places.

The number of bills introduced shows the heightened level of interest in asthma by state
legislators. By way of comparison to other environmental health concerns, 277 bills related to
indoor air quality, 102 bills related to mercury, 213 related to lead poisoning,and 102 related
to asbestos were introduced in the same time period. Children’s environmental health was
addressed in 56 bills.

In 2004, Congress passed the Asthmatic Schoolchildren’s Treatment and Health Management
Act of 2004, which gives funding preference to states that protect students'rights to carry and
self-administer lifesaving asthma and/or anaphylaxis medication

In 2005, the Washington Asthma Initiative drafted a comprehensive bill for asthma called
the “Attack Asthma Bill; an act relating to the prevention, diagnosis, and treatment of asthma.
This bill addressed building codes, insurance coverage, school children’s access to asthma
and anaphylaxis rescue medications, and data surveillance. Although many provisions of the
original bill were not included in the final version, the enacted law requires school districts to
adopt asthma policies and the state government health purchasing policy to be coordinated to
assure that best practices in asthma treatment and prevention are being followed.The new law
states”...all elementary and secondary schools must authorize any student to self-administer
medication to treat his or her asthma or anaphylaxis where: (1) a health care practitioner
has prescribed the medication and formulated a written treatment plan; (2) the student has
demonstrated the skill level necessary to use the medication; and (3) the student’s parents
have completed any written documentation required by the school. The authorization must be
renewed each school year.”

49 RAND Health.(2001)./Improving
Childhood Asthma Outcomes in
the United States: A Blue Print for
Policy Action. Pg: xvii

50 The National Conference
of State Legislatures. http:
//www.ncsl.org/programs/
environ/envhealth/
asthma2.htm 2002.
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7-year old Nathan, a child with
asthma writes to a restaurant owner.

(Reprinted with permission)

51 Washington State Board of
Health.(2001). Final Report
State Board of Health Priority:
Health Disparities. Olympia,
Washington.

52 Governor Gary Locke.
Combating Global Warming.
Accessed on March 4,2004:
http://www.digitalarchive
s.wa.gov/governorlocke/
globalwarming/
globalwarming2.htm

Plan Implementation

Policy interventions that will help implement the goals of the Asthma Plan will require
existing and future partners to coordinate efforts to identify promising opportunities at all
levels of government and within the private sector to improve asthma care. An initial policy
intervention plan will be adopted by the Washington Asthma Initiative and updated annually.
This plan will be based on the goals and strategies discussed below and will identify specific
actions to be taken in the upcoming planning period. In each case desirable policy outcomes
will be stated, relevant policy decision-makers targeted and tactics described. The policy
intervention plan will address asthma related issues in at least the following general areas:
environmental, tobacco smoke, schools, health care and the workplace.

Environmental Policies

Establishing a clear link between a particular instance of an environmental exposure and
the manifestation or complication of disease is difficult due to the fact that there may be many
confounding variables interacting to produce health outcomes.®' This makes identification
of specific asthma related environmental issues difficult and, therefore, policy solutions less
compelling than where a clear threat to health is isolated.

In Washington State environmental policies have been effective in improving the overall
quality of air, as demonstrated in the chart below. In Washington State, air quality programs are
housed at The Department of Ecology, the Department of Health and through seven regional
Air Quality Agencies.

In September 2003, the governors of the three West Coast states committed to a regional
greenhouse gas reduction initiative. As an initial step, the governors’staffs were directed to
develop joint policy recommendations on five reduction strategies that will benefit from
regional cooperation and action: hybrid vehicle procurement, reduced ports and highway diesel
emissions, renewable energy, energy efficiency,and measurement and reporting.*

In 2004, Governor Gary Locke directed all state government agencies to purchase only low
emission vehicles for state travel. The executive order also directed all diesel-powered public
transportation to convert to 2% biodiesel in an extended effort to reduce vehicle emission
and diesel exhaust. Washington now grants tax deferrals and exemptions for biodiesel fuel
production and sales.

In July 2005, all new and remodeled buildings are required to use green building alternatives.
Washington State schools may use the Washington Sustainable Schools Protocol which includes
incentives for schools to build high performance schools through green building practices. Also
the state of Washington will begin implementing California vehicle emissions standards and
require landlords to notify tenants of possible health effects of mold in residential units.

Secondhand Smoke

In November 2005, Washington voters passed an initiative vote which prohibited smoking
in all public places and within 25 feet from entrances, exits, opening windows and ventilation
intakes, including restaurants, bars, hotels, retail tobacco stores, sports arenas, skating rinks,
bowling alleys, casinos, gymnasiums and health spas.
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In addition to the Clean Indoor Air Act there are four other laws and an executive order
prohibiting smoking in Washington State. Enforcement agencies vary for each of the laws.

Venues Enforcement Agencies
Office work environments Labor and Industries
Child care, foster, residential and group homes DSHS
Restaurants Local Health Department

All other establishments in the Clean Indoor Air Act | Local Fire Department

State Ferries Department of Transportation

Many of the establishments listed in the Clean Indoor Air Act are regulated by the local fire
departments. Smoking enforcement can vary depending on the availability of fire fighters' time.

Health care

Strategies to tackle asthma must address an array of issues. Leadership is needed at the local,
state and national levels. Several of the issues, such as access to medical care and health payers
coverage of chronic disease education and management, faced by people with asthma are
rooting in the health care system as a whole. Below are some policy issues that are critical to
addressing asthma in Washington State.

m  People with asthma should have access to care by health care practitioners and
specialists with appropriate expertise throughout Washington State - rural and urban,
regardless of insurance status, racial/ethnic background or place of residence.

m The use of evidence-based asthma management national and state guidelines
throughout health care organizations and practices will be the standard of care.

m Policies will support utilization of the planned care model for systems change and
promote use of integrated comprehensive electronic medical records and registries
that are designed to track patient clinical status and outcomes.

m A system that rewards health care practitioners and health care delivery systems for
providing high quality care that follows national and state guidelines needs to be
established.

Schools

The provisions of the recently passed Attack Asthma Bill need to be implemented by all school
districts. Local policies that require an asthma action plan and medical/treatment orders for
every student with asthma should be in place and enforced. This will require a coordinated
effort between the health care provider, the parent/guardian and the schools. Currently,
policies that coordinate emergency treatment plans for persons with asthma are inconsistent
throughout Washington’s schools system.

Work-related Asthma

In Washington State, the Department of Labor and Industries (L&) is responsible for
establishing and enforcing workplace safety and health rules through the Washington
Industrial Safety and Health Act (WISHA). While past occupational health research and
surveillance activities have helped to identify hundreds of substances currently known to cause
occupational asthma, very few of these substances have enforceable workplace exposure limits.

This can likely be attributed to a number of factors, including very limited scientific evidence 53 Salameh PR, Baldi I, Brochard
regarding exposure-response relationships; current controversy concerning the existence of P,Raherison C, et al.(2003).
thresholds or safe levels of exposure at which sensitizing agents do not induce asthma; as well Respiratory Symptoms in

. s . . ) Children and Exposure to
as technical limitations in the measurement of the very low exposure levels in which these Pesticides. European Respiratory

sensitizing agents may likely initiate asthma.> Journal, 22:507-512.
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Policy and Advocacy

Goal 1: Advocate and support polices that improve the quality of life for persons
with asthma in Washington State

Objective PA.1
Through 2010, support smoke-free policies in Washington State

Strategies

m  Promote expansion of Washington Clean Indoor Act to include restaurants, bowling
alleys, skating rinks and other indoor places

m Team with other state and local partners to provide education and advocate for smoke-
free policy changes

m |dentify community organizations (e.g., youth camps, youth sports, faith-based) that do
not have or do not utilize smoke-free venues, especially if children are involved

m  Support improved air quality monitoring and data management systems

Objective PA.2

Through 2010, promote requirements for construction and maintenance of public buildings
(including school buildings and state and local offices) that promote clean indoor air and
prevent “sick buildings”

Strategies

m Support local,agency policies that promote clean indoor air in public buildings (e.g.,
reduced idling in front of ventilation system intake)

m  Support legislation requiring standards for building construction, maintenance
procedures, and heating and ventilation systems, to minimize the presence of common
asthma triggers in public and private buildings

m  Support policies promoting clean air by decreasing motor vehicle emissions

Objective PA.3
Through 2010, support policies that promote clean outdoor air in Washington State
Strategies

m  Support policies that include clean diesel technology, low emission vehicles, zero
emission vehicles and use of natural gas, electric, and hybrid vehicles, including public
vehicle fleets

m  Promote use of transportation policies, regulations, and funding that maximize air
quality improvements and the impact on health, including best practices for reduction
or mitigation of diesel and particulates, such as using clean diesel technology for
construction vehicles and other vehicles involved in transportation projects

B Assess current policies and laws around air quality regulations and identify needed
policy
Objective PA.4
Through 2010, increase the number of school-based asthma/asthma-related policies
Strategies

m Support statewide implementation of school-related provisions of the 2005 Attack
Asthma Bill.
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m  Support policies allowing students with asthma to self-carry and self-administer
asthma medications including asthma action plans

m Develop a model policy requiring schools to conduct yearly environmental
assessments to reduce asthma triggers in the school-based setting

m  Support policies which require utilization of integrated pest management (IPM)
techniques to control pests in the schools*

Support school-based science lab policies that reduce chemicals in the classroom
Increase number of patients with appropriate asthma-related insurance coverage

Ensure affordable access to quality care for all individuals with asthma

Partner with schools to design and implement facility and grounds maintenance
polices and protocols that promote a healthy school environment

m  Support policy changes necessary to guarantee portability of student health records,
attendance records and asthma action plans with the student when the student
changes schools

Objective PA.5
Through 2010, support local asthma coalitions in policy advocacy in their local communities
Strategies

m Support training and educational materials to asthma coalitions on policy and
organizational practice change at the local level

Objective PA.6

Through 2010, support policies to promote access to appropriate health care
Strategies
m Encourage health plans to include payment for asthma education

m Encourage the development of asthma registries

Data and Surveillance Workgroup
Workgroup Chairs:

Rick MacCornack, Ph.D. Northwest Physicians Network, Director of Quality Improvement

Northwest Physicians Health Improvement Foundation, Program
Director

Julia Dilley, PhCMES Washington State Department of Health, Epidemiologist
Member Affiliation(s)

Harriet M. Ammann Ph.D,, D.A.B.T.  Washington Department of Ecology Toxicologist Ill U.Washington,
Affiliate Associate Professor

Jane Ballard, PhD, MS Snohomish Health District, Manager of Health Statistics and Assessment

Asthma Alliance of Snohomish County

Judy Bardin, ScD, MS, RN Washington State Dept of Health Environmental Health Assessment and
Evaluation
Christy C. Curwick, MPH WA Department of Labor and Industries, SHARP Program, Research

Investigator

Robin Evans-Agnew, RN, MN,AE-C  American Lung Association of Washington, Director of Programs and

Advocacy

Jane Q. Koenig, PhD University of Washington, Professor School of Public Health

54 Centers for Disease Control and

Prevention.(2002). Strategies
for Addressing Asthma within

a Coordinated School Health
Program, With Updated
Resources. Atlanta Georgia:
Centers for Disease Control and
Prevention, National Center for
Chronic Disease Prevention and
Health Promotion. Available at:
www.cdc.gov/HealthyYouth/
asthma/pdf/strategies.pdf
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Jim Krieger, MD, MPH Public Health - Seattle & King County, Medical Director
University of Washington Schools of Medicine and Public Health

King County Asthma Forum
Steps to a Healthier King County

Doug McMurtrie Sauk-Suiattle Tribe

Steven Macdonald, PhD, MPH Washington State Dept. of Health, Office of Epidemiology Epidemiologist
University of Washington, Dept. of Epidemiology Clinical Associate
Professor

Glen Patrick, MPH Washington State Dept. of Health, Epidemiologist

Barbara Pizacani, PhD, MPH, RN Oregon Department of Health and Human Services - Multnomah

County Health Department

Rich Prill Washington State University Extension Energy Program Building Science
& Indoor Air Quality Specialist

Janet Primomo, RN, PhD University of Washington, Tacoma, Associate Professor University of
Washington, Tacoma, Graduate Nursing Program Coordinator

Lisa Riener Quinault Nation Air Quality Program Manager
NW Olympia-Burbank Neighborhood Association Vice-President
Western Regional Air Partnership Co-Chair of Communication
Committee
WRAP-Emission Forum Member
Tribal Indoor Air Quality Inspector

Lin Song, PH.D. Public Health - Seattle & King County, Epidemiologist

Laura A. white, R.S. Washington State Department Of Health, Public Health Advisor 3
Washington State Board of Registered Sanitarians, Chairman
Washington State Environmental Health Association, Member

Policy and Advocacy Workgroup

Laird F. Harris American Lung Association of Washington, Board Steps to Health, King
County, Chair, Leadership Team Washington Asthma Initiative, Co-chair
Policy and Advocacy

Carrie Nyssen American Lung Association of Washington, Advocacy Director
Member Affiliation(s)

Robin Evans-Agnew, RN, MN, AE-C  American Lung Association of Washington, Director of Programs and
Advocacy

Nick Federici American Lung Association of Washington, Director of Government
Relations

JimKrieger, MD, MPH Public Health - Seattle & King County, Medical Director
University of Washington Schools of Medicine and Public Health
King County Asthma Forum
Steps to a Healthier King County

Penny Nelson, BS Asthma & Allergy Foundation of America, Washington Chapter

Dan Robison, PE, AE-C Inland Northwest Asthma Coalition, Coordinator American Lung

Association of Washington, Asthma Friendly Schools Initiative Pilot
Project, Stevens Elementary School, Spokane, Washington

American Lung Association of Washington, 2005 Spokane Asthma Walk
Coordinator

Holly Tull, RRT, AE-C Yakima Valley Memorial Hospital, Respiratory Therapist Yakima Area
Asthma Coalition, Chairman
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Development of the State Plan,
Work Plan Development,
Implementation and Evaluation

A plan is effective only if it is implemented. It is likely that funding sources will initially
provide resources for some, but not all, of the activities outlined in the State Plan.Improving
the quality of life for persons with asthma in Washington State will require an ongoing effort to

form public and private partnerships to address asthma issues at both the state and local levels.

Development of the Washington State Asthma Plan

Initiated and given staff support by the American Lung Association of Washington.The
Washington Asthma Initiative (WAI) has been a leader in forming recommendations and
coordinating health care providers from varied backgrounds to work towards improving the
prevention, diagnosis and management of asthma in Washington State. The Washington State
Department of Health and key stakeholders from around the state have joined with the WAI in
the development of a statewide asthma plan.

On September 1st, 2004 at the Asthma Plan Kick-off meeting, more than 100 diverse
stakeholders and individuals met to start the development of the Washington State Asthma
Plan. To accomplish this task in the next year, seven workgroups were established:

1. Community-Based Activities

Individuals with asthma and their families expect and should receive appropriate high
quality asthma self-management education and support at the time of diagnosis and
throughout their lives. The community-based work group focused on community
education/awareness in Addressing Asthma: a Comprehensive Approach and Asthma in the
Educational Settings.

2. Dataand Surveillance

Data is important to help tell the story of asthma in Washington State and assist in
identifying needs.The workgroup focused on improving our understanding of asthma and
providing information on its impact on children and adults living in Washington State. It
focused on identifying needs and selecting data for The Burden of Asthma in Washington
State report and provided input to the plan on data and surveillance needs.

3. Health Care and Practitioner Support Group

This group focused on promoting and engaging providers in delivering quality care,

state of the art knowledge of asthma prevention, diagnosis, and management critical to
increasing asthma outcomes in Washington State. The health care work group focused on
health care system needs to improve outcomes for all persons with asthma in Washington
State in the Asthma and Health Care chapter.

4. Environmental and Occupational

This group worked to increase awareness and education about environmental triggers for
asthma and the fact that decreasing those exposures can improve the environment for
everyone, especially those with asthma.This work group developed the Asthma and the
Environment and Work-related Asthma chapters.

You'll never plough a field
by turning it over in your
mind.

-Irish Proverb
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5. Policy and Advocacy

This group coordinated asthma friendly policy development and established a public
policy agenda to aid in decision-making about asthma prevention and control. Asthma and
asthma-related policy recommendations to both governmental and non-governmental
entities can help create a better environment for persons with asthma. This group worked
with the other work groups on policy and advocacy issues throughout the plan.

6. Asthma Plan Project Team (APPT)

This special committee appointed by the WAI steering committee to provide overall plan
guidance and direction to the five committees in developing a statewide strategic plan to
address the increasing health and economic burden of asthma in Washington State. The
APPT consists of chairs from each of the five workgroups, the WAI steering committee, the
DOH Asthma Program Coordinator and local asthma coalition members.

Development of the plan resulted from an extensive review of materials, some of which
included:

m  Washington and national asthma surveillance data

m National Heart, Lung and Blood Institute National Asthma Education and Prevention
Program and other global standards of care/guidelines

m  Healthy People 2010 objectives

m Action Against Asthma: A Strategic Plan for the Department of Health and Human
Services

m Strategies for Addressing Asthma within a Coordinated School Health Program, With
Updated Resources

m National Asthma Training Curriculum and other educational materials,
Current research on asthma

m  Health Disparity and Environmental Justice Reports developed by the Washington
State Department of Health; Other state asthma plans, and

m  WAI Annual Summit Recommendations.

The plan was circulated twice within the WAl and among local asthma coalition members
and other asthma/asthma-related stakeholders, including those who were not actively part
of the WAL The Plan was developed through statewide collaboration and has resulted in a
comprehensive 10-year strategy to improve the prevention, diagnosis, and management of
asthma for all persons with asthma in Washington State.

WAI Structure

The WAI steering committee was created in 1997 through support of the American Lung
Association of Washington. Members on the steering committee serve two- year terms and are
governed under by-laws developed in 2004. WAI serves as a the coordinating body providing
overall direction to the development and implementation of State Asthma Plan activities and
other asthma-related activities in Washington State.The WAI actively engages stakeholders
statewide on asthma through communication and coordination with local asthma coalitions,
local and statewide governments, environmental, educational and medical institutions.
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Yearly Work Plan Development and Implementation

In April 2005, the Asthma Plan Project Team prioritized the objectives in each of the five main
plan chapters (Community Based Activities, Health Care, Environment, Schools, Work-related)
within the state asthma plan. These prioritized objectives drive the implementation plan.

Each year at its annual summit, the WAI will develop a yearly work plan that will incorporate
the prioritized state asthma plan objectives and other strategic activities. New surveillance,
community recommendations, study and/or assessment data will be evaluated in the
development of the new work plan.

As part of the ongoing process of plan implementation, the WAI will evaluate membership
strengths, satisfaction and organizational success in fulfilling its mission and determine course
corrections and new activities as needed. Recruitment, retention, membership and collaboration
with statewide and local asthma stakeholders will remain an ongoing process.

Capacity Building
The WAI will continue to explore ways to fund and sustain activities in Washington which
include:

m Developing public/private partnerships

m Advocating for state and local funding

m  Supporting and extending asthma research and clinical excellence in the community
]

Disseminating and sharing successful findings with throughout the state and with
other states

Marketing successful programs,and

Increasing core constituency membership.

Communication and Coordination

Activities of the Washington Asthma Initiative to implement the state plan are coordinated
through the WAI and two lead organizations, the ALAW and DOH. As lead partners they assist
with providing communication and coordination for the WAI steering committee and some
coordinating assistance to the WAI standing committees.

The ALAW manages a website for the WAL The site is housed on the ALAW's main website
that provides asthma information/resources and updates, a calendar of events and a bulletin
board. DOH provides monthly e-news updates to WAl members and other interested persons
that provide information on local activities, training and educational events, new articles or
resources and planning and implementation updates. In 2005-06, the DOH will also launch
an asthma website and distribute quarterly surveillance data updates on asthma and asthma-
related topics.

Evaluation

Evaluation is an important element in plan implementation. It has become the reality
that both private and public programs and services are undergoing critical review to assure
efficiency. Programs and services that can demonstrate effectiveness are more likely to
successfully compete for scarce resources than those that cannot.” Obtaining and maintaining
funding is critical to adequately addressing asthma in Washington State. Showing effectiveness
is not limited to seeking or maintaining funding; it is most important to the overall health
of Washington citizens by ensuring that the lives of people with asthma in Washington are
improving.

1

Washington State Department
of Health.(1993).Ed.
Manchester Harris AE.Program
Planning in The Washington
State Responds to AIDS.
Olympia, WA.
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2 Washington State Department
of Health.(1994). Ed.
Manchester Harris AE. Program
Planning:PartVin The
Washington State Responds to
AIDS. Olympia, WA.

3 Centers for Disease Control and
Prevention. (2005) Draft Asthma
Component for Evaluation 101
Manual Blue Pages.

Effective programs normally have one element in common; an unwavering commitment to
the prevention and management of the disease including an ongoing evaluation process. In
order to show that tasks are being accomplished, evaluation must be an integral part of work
plan development,implementation and follow up. Evaluation can assist decision-making by
individuals and organizations, better serve the people with asthma, and provide a mechanism
of feedback regarding accomplishments.? Evaluation results are continuously fed back into the
program planning and implementation process to improve effectiveness and efficiency.?

An overall multiple year evaluation plan based on the CDC finalized Asthma Component for
Evaluation 101 Manual, the Washington’s Steps to a HealthierUS Evaluation Plan and/or other
evaluation manuals should be developed by the steering committee in the first year of the plan.
Yearly evaluation and benchmarks will be established on a yearly basis along with the yearly
work plan. Progress will be reviewed at the end of each planning year.
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